Assessment of hypnotizability can provide important information for hypnosis research and practice. The Elkins Hypnotizability Scale (EHS) consists of 12 items and was developed to provide a time-efficient measure for use in both clinical and laboratory settings. The EHS has been shown to be a reliable measure with support for convergent validity with the Stanford Hypnotic Susceptibility Scale, Form C (r = .821, p < .001). The current study examined the factor structure of the EHS, which was administered to 252 adults (51.3% male; 48.7% female). Average time of administration was 25.8 minutes. Four factors selected on the basis of the best theoretical fit accounted for 63.37% of the variance. The results of this study provide an initial factor structure for the EHS.
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The Stanford Hypnotic Susceptibility Scale, Forms A and B (SHSS:A, B; Weitzenhoffer & Hilgard, 1959) were the first well-validated scales used to measure hypnotizability (Woody & Barnier, 2008) . Further scale refinement led to the development of the two most currently used scales, the Stanford Hypnotic Susceptibility Scale, Form C (SHSS:C; Weitzenhoffer & Hilgard, 1962) , considered the "gold standard" of hypnotic measures, and the Harvard Group Scale of Hypnotic Susceptibility, Form A (HGSHS:A; Shor & Orne, 1962) . Since the introduction of the SHSS:A, B, the use of hypnotizability measures has increased the scientific understanding of hypnosis (Barnier & McConkey, 2004; Barnier & Oakley, 2009 ).
However, while the existing measures of hypnotizability are used widely in laboratory hypnosis research, they are seldom used in clinical research and practice (Elkins, 2014; Woody & Barnier, 2008) . A review by Barnier and McConkey (2004) reported that, of 137 articles published by the International Journal of Clinical and Experimental Hypnosis from 1992 to 2003, 90% of empirical hypnosis studies reported using one or more of the current standardized hypnotizability measures, whereas only 10% of clinical hypnosis research reported using a standardized hypnotizability measure. The current lack of hypnotizability measurement in clinical research and practice may be due to the length of administration, the use of controversial (age regression) and aversive items (anosmia and hallucinating a mosquito; SHSS:C), the difficulty of using a group measure in a clinical setting (such as the HGSHS:A), and the use of lengthy hypnotic inductions that may seem impractical to some clinicians (Elkins, 2014; Woody & Barnier, 2008) .
The Elkins Hypnotizability Scale (EHS; Elkins, 2014) was developed to address some of the limitations noted above in accordance with the following criteria: (a) a measure of hypnotizability should be pleasant; (b) time efficient; (c) include a sufficient number of items to assess low, moderate, high, and very high hypnotizability; and (d) be reliable and valid for use in both clinical and laboratory settings. Previous study has shown good test-retest reliability (Cronbach's α = .849) and convergent validity (correlation with the SHSS:C, r = .821, p < .001) (Elkins, 2014) . However, the factor structure of the EHS has not yet been explored. The purpose of this study was to examine the factor structure of the EHS.
Method

Participants
After institutional review board approval, 252 participants were recruited from outpatient clinical settings. Subjects were recruited through mailings and posting flyers in public places throughout a hospital and outpatient medical clinic. The mean age of participants was 41.53 years. Females (n = 123) ranged from 19 to 65 years (M = 40.05, SD = 11.74). Male participants (n = 129) ranged from 19 to 67 years (M = 42.96, SD = 11.66). The ethnicity of participants was Caucasian (83%), Hispanic (7.5%), African American (5.2%), Asian (1.6%), and American Indian (0.4%). Marital status was married (71.8%), divorced (13.9%), single (13.1%), and widowed (0.4%). The average education level (in years) was 15.44 (range = 9-25).
Materials
Elkins Hypnotizability Scale (EHS). The EHS consists of 12 items. The administration of the scale begins with a hypnotic induction that includes suggestions for focusing attention, eye closure, relaxation, and deepening. The participant is then guided through a series of hypnotic suggestions for experiences ranging from simple motor responses to more involved imagery and posthypnotic amnesia. Items are administered in order of progressing difficulty within the context of a continuous hypnotic procedure. Participant responses to items are scored numerically based upon extent of response to the hypnotic suggestion given. A total score (ranging from 0 to 12) indicates the participant's level of hypnotizability. The items of the EHS are as follows:
EHS 1 (subjective arm heaviness); EHS 2 (arm immobility); EHS 3 (subjective arm lightness); EHS 4 (arm levitation); EHS 5 (elbow lift); EHS 6 (clear imagery); EHS 7 (dissociation experience); EHS 8 (faint rose smell); EHS 9 (distinct rose smell); EHS 10 (vague visual hallucination); EHS 11 (distinct visual hallucination); EHS 12 (posthypnotic amnesia).
The scale and administration protocol along with scoring criteria have been previously published (Elkins, 2014) . As reported elsewhere (Elkins, 2014) , the EHS has been shown to be a reliable measure of hypnotizability, α = .849, and it is generally rated as "pleasant" by subjects with an average rating of 8.97 on a 0-to-10 scale (with 10 representing very pleasant and 0 representing very unpleasant). It has also been shown that the EHS has a strong convergent validity with the SHSS:C, r=.821, p < .001 (Elkins, 2014) .
Procedure
After completing written informed consent, participants were administered a demographic questionnaire and the EHS.
Administration and scoring of the scales were performed by master-or doctoral-level practitioners who were trained in clinical hypnosis following recognized guidelines (Elkins & Hammond, 1998) . The average time of administration of the EHS was 25.8 minutes.
Statistical analyses were conducted using PASW Statistics v. 19.0 (SPSS: An IBM Company). Cronbach's alpha was used to measure the reliability of the scale. Estimates of internal consistency/reliability above .70 were considered adequate. All statistical analyses were two tailed with alpha set at .05. The factor structure of the measure was examined using principal components analysis.
Results
Item and Reliability Analyses
Descriptive and item analyses were conducted on each item of the EHS. Means and standard deviations are displayed in Table 1 for both genders. The average EHS score for females was 5.95 (SD = 3.27). Male participant scores showed a mean total score of 5.71 (SD = 3.27). There was no significant difference in gender on EHS scores, F(1, 249) = 0.563, p = .563. Percent pass for each item is displayed in Table 1 .
An item analysis was conducted to assess each item for normality and skewed distributions. All items were normally distributed and indicated good reliability (α = .849). Table 2 shows the interitem correlations of the EHS. All of the EHS items are significantly correlated. Correlation is significant at the .01 level (two-tailed).
Principal-Components Analyses
Bartlett's test of sphericity was performed and the null hypothesis that the correlation matrix was an identity matrix was rejected, X 2 (n = 66) = 915.68, p < .0001; thus, the data were deemed suitable for factor analysis. A principal-components analysis was performed utilizing PASW Statistics v. 19.0 (SPSS: An IBM Company) for the items of the scale using an oblique (direct oblimin) rotation. This part of the analysis was performed in accordance with the Kaiser criterion, retaining only factors with eigenvalues greater than 1 (Kaiser, 1960) . This analysis indicated a four-factor solution in 11 iterations (eigenvalues were 4.53, 1.31, 1.28, and 1.0). Additionally, four factors were selected for the final analyses on the basis of the scree test and best theoretical fit (Cattell, 1966) . The four extracted factors accounted for 65.37% of the variance. Based on best theoretical fit, the four-factor solution was adopted, loadings for the principal-components analysis are represented in Table 3 .
The first factor was defined by arm heaviness (EHS 1), arm immobilization (EHS 2), clear imagery (EHS 6), and clear imagery with dissociation (EHS 7). These factor loadings, although previously hypothesized to represent two distinct theoretical constructs, load onto a single factor labeled as direct motor levitation/imagery. From this factor, EHS 1 and EHS 6 display the strongest factor loadings. Overall, the loadings were moderate and did not cross-load on other factors with the exception of EHS 3. Replication is necessary to further determine if it is necessary to consider Factor 1 as a single factor or as two distinct constructs. The second factor included the items vague visual hallucination (EHS 10) and distinct visual hallucination (EHS 11). Factor 2 represents the theoretical construct of visual/perceptual. While both of the items strongly loaded, posthypnotic amnesia (EHS 12) showed moderate cross-loading onto Factor 2. Replication is necessary to determine if posthypnotic amnesia, which did not strongly load onto any factor, should be considered a separate fifth factor.
The third factor was identified with the items of faint olfactory hallucination (EHS 8) and distinct olfactory hallucination (EHS 9). This factor represents the theoretical construct of olfactory/perceptual. Items were strongly loaded and did not show any cross-loadings. Future studies examining the factor structure of the EHS will focus on determining if EHS Factors 3 and 4 should be considered as a single perceptual factor.
The fourth factor was defined by arm lightness (EHS 3), arm levitation (EHS 4), and effortless elbow lift (EHS 5). Factor 4 represents the theoretical construct of Motor Challenge. Items were moderately to strongly loaded; however, the arm lightness item (EHS 3) showed cross-loading with Factor 1. This suggests that Factor 1 may actually be two distinct factors characterized as direct motor/levitation and imagery/dissociation. Further investigation is warranted.
Discussion
The EHS takes approximately 30 minutes to administer and score, providing a brief and reliable measure of hypnotizability. The EHS is generally rated as pleasant by participants and contains enough motor, motor challenge, and perceptual-cognitive items to cover a full range of hypnotizability. The present study described the development and principal-component analysis of this brief measure of hypnotizability. Four factors were selected for the final analyses on the basis of the scree test and best theoretical fit (Cattell, 1966) . The four extracted factors accounted for 65.37% of the variance. The four-factor solution (direct motor/imagery; visual/perceptual; olfactory/perceptual; motor challenge) suggests that multiple factors or abilities may be involved in the EHS. However, this study represents the initial stage in the development of the EHS; confirmatory analyses and subsequent crossvalidation are needed before the underlying structure of the EHS can be fully determined.
Hypnotizability measures are generally conceptualized as measuring a unitary underlying domain or trait (Woody, Barnier, & McConkey, 2005) . Currently, there is debate among researchers as to how hypnotizability scales should be conceptualized (i.e., whether hypnotic ability is better conceptualized as unitary domain or as multiple factors or subskills). For example, Woody et al. conducted a factor analysis on a large dataset of 616 college students' scores from the SHSS:C and HGSHS:A. Results of this analysis yielded a fourfactor solution (direct motor, motor challenge, perceptual-cognitive, and posthypnotic amnesia), indicating hypnotizability comprises multiple factors or abilities. The findings from the present study suggest that the EHS factor structure may be generally consistent with the multiple-factor conceptualization of hypnotic ability.
The aim of developing the EHS was to make available a brief measure that is useful in both clinical and research settings, time efficient, pleasant, and easy to interpret and provides valid data regarding hypnotizability. In addition, the present study provides some initial data on the factor structure of the scale. However, there are several limitations to the current study that should be noted. First, it involves the participation of an adult general population, while many of the current measures implement the use of college samples for validation (Barber, 1965; Hilgard, Weitzenhoffer, Landes, & Moore, 1961; Morgan & Hilgard, 1978; Shor & Orne, 1962; Spanos, Radtke, Hodgins, Stam, & Bertrand, 1983; Weitzenhoffer & Hilgard, 1962) . Therefore, it is important that the EHS is replicated in a college sample to provide comparison data. The sample size of the clinical sample is another limitation of the study, with a substantially larger sample warranted as a next step in research on the scale. Should further analyses prove successful, future populations will be targeted in the long-range goal of creating a brief measure of hypnotizability that is pleasant, is time efficient and discriminates between various levels of hypnotizability.
